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Introduction
8 Care for older dependent people is predominantly a family domain in Poland. In most cases, caregivers are family members who -in case of care over older dependent peoplereceive little or no financial remuneration for the care provided (Sowa & Topińska 2016) .
Polish and international studies indicate that care for the elderly in Poland occurs mainly within the closest family and is provided by female family members -spouses, daughters or daughters in law. Recent study by Łuczak (2017) points that carers are mostly retired women or women in pre-retirement age, typically in poor health status themselves, especially if intensively involved in care provision. About 80% of those aged 65+ do not use institutional care or home care provided by a third party (AZER Study -Kotowska & Wóycicka, 2008) . In wealthier households, family carers are supports by immigrants employed informally, which is not reflected in statistics. The organisation of care for dependent elderly people in Poland, as depicted in Figure 1 , is complex. The following sections of this report provide a detailed account of how the provision of care is organised for both publicly and privately financed LTC.
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Figure 1: Organisation of LTC services in Poland
Source: authors' compilation
Public LTC services
Public care for dependent older people is provided, as in other countries, through two sectors: (i) the health care sctor, which includes cases of dependency or palliative care requiring a range of medical and rehabilitation services, and (ii) the social sector, which includes care for dependent older people who are also in a socially difficult situation (i.e. those who live alone, come from dysfunctional families, or are poor). In fact however, while the eligibility criteria and types of services provided are different, most of the recipients are in similar conditions in terms of health and functional abilities (Golinowska & Sowa 2010) . Care provided in both sectors covers home (nursing) care
and residential services. Additionally, there are several types of cash transfers available to different types of beneficiaries: older people, dependent people with disabilities, and caregivers of children with disabilities provided from the social insurance or locally managed family benefits.
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Home care services
Home-based care includes nursing services provided through the health sector and managed by primary health care units and care services provided through the social sector and managed by social assistance centres. Entitlement to services provided in the health sector is based on an assessment of health needs. Services provided in the social sector can be obtained upon agreement from the social assistance centre and are granted following the evaluation of income and other family conditions. Home care services cover assistance with every day activities, personal hygiene, tasks related to housework (meal preparation and cleaning, among others), nursing (if prescribed by a physician), and support in social networking. Specialist home care is adjusted to the specific medical and rehabilitation needs of the recipients based on
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Residential services
Public residential care services are also provided in the health and social sectors, with different eligibility criteria, financing rules, and types of services.
There are three types of residential LTC homes in the health care sector: care and treatment facilities (zakład opiekuńczo -leczniczy -ZOL), nursing and care facilities (zakład pielęgnacyjno -opiekuńczy -ZPO), hospices and palliative care homes. Overall, there were about 500 ZOL and ZPO units and over 150 hospices and palliative care homes in 2015 (GUS 2017). Some of the care facilities in the health sector were developed in result of the hospital restructuring processes undertaken in late 1990s when a development program of residential care homes for dependent people was created and operating standards were defined. The territorial self-governments participated in the process of establishing the residential LTC system and the National Health Fund (NFZ) contracted out services in the established homes. Creation of LTC facilities contributed to the reduction of the average length of stay (ALOS) in hospitals in Poland.
In the social sector, residential care is organized organised mainly through the social assistance (welfare) system: stationary social assistance homes (domy pomocy społecznej Public discussion on problems related to population ageing undertaken over the last two decades has been dominated by the debate on the sustainability of the pension system.
In 1999, the pension system changed from the defined benefit to the defined contribution system. This was followed by an increase in the retirement age and a withdrawal from this change only last year. Public opinion still does not perceive ageing as a significant social problem (CBOS, 2012) . Hence, for a long time, politicians were not motivated to undertake the debate on the necessity of investments in LTC. Recently, the notion of senior policy (polityka senioralna) was developed; it covers selected LTC problems and responds to an active ageing policy direction (Golinowska, 2016; Szatur-Jaworska, 2016 
Silver economy
Stimulating efficient markets and activities responding to the needs of older people
Intergenerational relations
Assuring intergenerational solidarity
The above-listed strategic policy documents create a general framework for governmental and local activities in the field of senior policy, they do not translate however to comprehensive activities in the field of policy towards older people, and especially development or improvement of LTC policy at the central administration level.
There only two specific programmes responding to the goals -mainly in the active ageing framework -established in the senior policy: ASOS and Senior-Vigor. The issues of health and care for older people are two of the core fields in the activity plans formulated by senior councils. There is no statistical evidence however on the actual activities undertaken by local senior councils, nor information on the impact and effectiveness of their actions. Descriptions of small projects supported by different councils across the country point to their high interest in issues of dependency and care (e.g. Klaman et al., 2016) . The box below presents information on one activity of a senior council, which was supported by the Koszalin local government, and concerns the introduction of telecare for their dependent citizens. (offering various forms of activities like: educational courses, sports exercises, rehabilitation, dance, and others). Once a local government unit receives funds for the programme, it is obliged to carry out the programme for at least 5 years.
The first edition of the programme took place in 2015. Local governments received grants for the implementation of the proposed projects aimed at the creation of day care homes for older and disabled people. Grants were mainly used for the adaptation of facilities, maintenance, and the organisation of transportation for the beneficiaries. The costs of the social and care services received within the programme can be shared by recipients; however, priority is given to beneficiaries in poor local communities (i.e. often beneficiaries living below the social assistance minimum). In 2017, a new edition of the grants for day care homes and senior clubs took place under the renamed programme Senior+.
Currently, there are no comprehensive evaluations of the programme publicly available.
However, 128 day care homes were established during 2015-2016. The media mostly complained that the government spent relatively few resources on the programme (PLN 20-30 million) and, despite that, the planned subsidy was not fully allocated and used. Reasons for this include the relatively high requirement of the programme regarding the standard of equipment and activities.
Day care homes operating outside the programme do not fulfil similar rigid standards. A preliminary review of the activities offered by selected Senior-Vigour day care homes suggests that their activities were more geared towards independently living older people with some health problems who may face loneliness rather than the dependent older population. Also, sustainability of created facilities was under question, as activities are financially supported at their start, further should be co-funded by local governments and clients themselves. Already in 2016, a great share of resources in the programme was used to support centres that were already brought to life. Higher subsi- and supervised by the Ministry of Health. As the above comparison shows, the programme assumes that activities in health promotion and the primary prevention of chronic diseases will be undertaken primarily in the health sector. Additionally, it points to institutions in other sectors, especially operating at the level of state regulation, that should be involved in this field. At the same time, while specific activities are concerned, it is very difficult to achieve integrated activities at the local level. The health sector, facing difficulties in employment in medical and paramedical professions and low financing, is hardly involved in the initiatives of local governments and non-governmental organisations. Some tasks identified in the NPZ are similar to those listed in the Preconditions for Long-Term Senior Policy, where health promotion and prevention are also on the list of priorities. In fact, some of the activities listed in the NPZ and the Preconditions for Long-Term Senior Policy (e.g. health education of older people and supporting their social activity) are already implemented on daily basis by local governments or non-governmental organisations (including third age universities) operating at the community level and are sometimes supported with public funds.
Activities in health promotion among seniors, especially for the oldest old and those with multiple morbidities and often disabilities, are much less common than those for the younger population and younger seniors. There are no legal regulations nor common practices related to health promotion in LTC services. It is perceived that for them it is too late for prevention as they are already dependent. However, there is some, although limited, evidence of health promotion activities undertaken by LTC institutions (Sowa-Kofta et al., 2017) . They are neither regular nor implemented on a large scale, depending on individual incentives and available -and often limited -professional staff and financial resources that could be used for health promotion and further dependency prevention. In home and nursing care, health promotion might take place in the form by the Institute of Public Health at the Jagiellonian University, which provides workshops on prevention methods for older population, including recipients of LTC services.
Advocacy and health education is also an important part of local communities' activities aimed at older people as well as an important part in providing support to informal carers, including through dedicated programmes in local community activity centres and non-governmental organisations or through the educational programmes of the increasingly popular third age universities. These activities are usually bottom-up and are not reported on a regular basis.
Care of dependent people is perceived and anchored in legal regulations as primarily a family obligation, with institutional services caring for those who cannot be cared for at home due to medical or other specific conditions (i.e. those who live alone) (Golinowska, 2010) . According to various estimates, from 80% to over 95% of care is provided informally, within the family (Łuczak, 2013; Wóycicka & Rurarz, 2007) . Informal care is also often provided by migrants, either young women in their 20s -often students -or women in their 50s and 60s -often retirees -coming from Ukraine.
Care is organised in turns, in the form of the cooperation of several (two or more) informal carers who come every three months and typically live with older dependent people (live-in). In such cases, they provide full-time support, 24 hours a day. In most cases, this work in not registered; thus, the actual number of migrants working as carers is difficult to estimate. In many cases, carers are professionals, sometimes with a medical (nursing) background, and care work is below their actual skill level and qualifications. There is no policy support for informal migrant care and the problem is hardly perceived in political debates (Sobiesiak-Penszko, 2015) .
Current state support for informal care is mainly cash benefits provided either to the family carer or to the dependent person, although benefits are typically low and unequally distributed, with preferences for supporting carers of disabled children rather than dependent older people (Sowa & Topińska, 2016) . Indirectly, carers might be supported by tax reliefs (i.e. in cases of the rehabilitation of disabled children), formal care services provided at home or at the day care or rehabilitation centre, or by programmes provided on a project basis by non-governmental or religious or charity organisations, which are often supported by public funds.
Cash support for carers includes various benefits, with the amount depending on the occurrence of the disability and its period (e.g. if the disability occurred in childhood),
Informal care support
the age of the dependent person, and the labour market status of the carer. The first group of cash benefits are benefits granted within family support. They are granted to families providing care to dependent people (holding a disability certificate). There are two benefits available for carers of disabled people:
• The nursing benefit (świadczenie pielęgnacyjne) is available to carers (parents) of disabled children or adults whose disability occurred in childhood. The benefit was introduced in 2013 in response to the protests of parents of disabled children. The benefit amounts to PLN 1,406 in 2017. Between 2013 and 2017, the amount of the benefit increased by PLN 100 each year. From 2017, the benefit will increase in line with wage increases.
The benefit cannot be combined with employment and is, in fact, a wage replacement.
• The special care allowance (specjalny zasiłek opiekuńczy) is an income-tested allowance 3 available to carers of disabled adults. This allowance was also introduced in 2013. The amount of the benefit equals PLN 520. Again, the benefit cannot be combined with employment.
The introduction of a benefit that is income-tested and dependent on age of disability occurrence was strongly criticised as it excluded a group of potential beneficiaries Non-cash informal care support, if it exists, is rare, whilst studies conducted by regional governments (ROPS Kraków, 2015) and research institutes (Janowicz, 2014) note that the actual needs of carers are beyond the existing cash support. Carers complain of a lack of psychological support and medical training, difficulties in the reconciliation of work and care responsibilities, and a lack of ability to meet their own needs, all of which contributes to burn out or even depression. They report a need for more education on medical and care provision methods, rehabilitation methods, respite care, and psychological support. Local governments, often cooperating with non-governmental organisations, occasionally provide programmes and projects that address these needs.
However, being project-based and, in most cases, supported by external (often EU) funds, this type of informal care support is neither comprehensive nor sustainable.
Overall, current informal care support in Poland is poorly developed, with a lack of coordination between different policy measures. Cash support, which is the most evident type of support, is concentrated on support of families with disabled children -and eventually disabled adults -rather than older people with health problems and limitations due to chronic conditions. There is little support for the reconciliation of work and care, as benefits cannot be combined with work, and family carers are not subject to extended care leaves due to their home care responsibilities. Non-cash support is incidental. In the face of the emigration of young people, the increasing labour market participation of women in their 50s and 60s, and underdeveloped care services, migrant care is becoming a more widespread option for care provision, though it is mostly located in the grey economy.
Despite the segmentation of cash support for carers, the coordination of support and the possibilities for the reconciliation of work and care are not under policy debate.
Informal care support is mentioned among the objectives of senior policy (Preconditions for Long-Term Senior Policy in Poland for the period of 2014-2020) with respect to improvements in the quality of care. Policy directions identified in the document include:
• Creation of an information and education system for informal carers allowing for the exchange of information and experiences related to care;
• Education, training, and workshops on informal care provision involving family carers local communities and volunteers; and
• Introduction of recognition of skills system, registries, and certifications for formal and informal carers as a quality control mechanism.
Although adopted in 2014, the programme is not directly linked to governmental or regional policies supporting informal care, which questions the potential for its actual implementation.
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The development of information policy in Poland is shaped by several regulations and policy documents. In general, information policy is perceived as an important tool to increase the efficiency of governance in almost all sectors. However, almost none of these documents addresses directly LTC, what might be related to the fact that provision of services is cross-sectoral, while information policies are typically sectoral ones. The main policy documents on information policy refer to:
Only the document Preconditions for
• Information needs and reporting in relation to population ageing;
• Data collection, organisation and management in the health and social systems, and access to information systems for citizens; and
• Computer literacy for the older population.
Reporting on the situation of older people
The Law on older people (Ustawa o osobach starszych), aimed at improving data collection and information on the situation of older people, was introduced in October 2015. The law imposes on the public administration an obligation to monitor the situation of older people (60+). In practice, the Central Statistical Office (Główny Urząd Statystyczny-GUS) regularly publishes reports covering information on demography, epidemiological, and survey-based statistical information on the health status of older people, their incomes, labour market activity, and access to services by dependent (disabled) people. Reports summarise public statistics collected in various fields in relation to the situation of older people. They do not, however, report comprehensively on the use of LTC services by the older population. analysis, and sharing of medical data and improving the quality of healthcare management by promoting ICT using e-learning tools. These projects are also supported by the ESF.
Information policy and new technologies in LTC
The healthcare information systems are not specifically oriented at the older population or LTC services; however, they cover information on providers of services to older people, the types and costs of services provided to the older population, the main diseases treated in older people, and the consumption of reimbursed medical products by older people.
In the social assistance sector, where care services and residential services are provided, a separate reporting system has been introduced over the years (since the 1990s).
In 2014, a Central Statistical Application (Centralna Aplikacja Statystyczna) (CAS) was brought to life, combining statistics collected in various databases and enabling the analysis of data in the social policy field, which covers social assistance, family policy and benefits, and public employment services. In the system, the volume of home care services and residential care services can be identified and monitored.
Information on cash benefits provided to the older or dependent population is collected in the CAS specifically, benefits from social assistance or family benefits and within the system of social insurance institution (Zakład Ubezpieczeń Społeczny) (ZUS) statistics.
Currently, neither at the central nor local administration level is it possible to combine different statistical systems and tools and identify the recipients of different types of services related to LTC (healthcare, care services, residential care, or cash benefits), which would serve to improve the monitoring of LTC and the analysing of the services provided and would potentially result in increasing the efficiency of care.
Use of new technologies (ICT) in care services
The use of new technologies in LTC services is supported by the policy document Preconditions for Long-Term Senior Policy in Poland for the period of -2020 (Założenia Długofalowej Polityki Senioralnej w Polsce na lata 2014 -2020 . 7 One of the priorities of the document is oriented at the creation and implementation of a telecare system and the use of new technologies in the organisation of care services in Poland. The objective is quite general, but is followed with several recommendations for interventions:
• Development of minimum telecare standards and other indirect forms of care using new technologies (ICT);
• Defining sources or potential sources of telecare or other forms of ICT-based services financing;
• Activation of local communities in organising neighbourhood self-care with the use of ICT; • Support for telecare implementation programmes; and
• Use of new technologies in prevention policy and support for healthy behaviours.
Activities in telecare promotion and implementation are geographically diverse and take place in local communities, often with support from the regional programmes funded by European Commission funds or through the resources of local governments. It is extremely difficult to track these activities, as they are often not publicly reported, with only some information on their scope or results available in the media (i.e. newspapers or the internet) or during subject-oriented conferences. Examples of telecare use in pilot projects concerning health promotion or the management of residential care may be provided.
Pilot project of telecare use in Małopolska region
In an international ADAPT2DC project undertaken in the period of 2011-2014, a pilot project of telecare use was implemented in several communities (counties) in the north-west Małopolska region (Miechów, Chrzanów, Olkusz, and Proszowice). The goal of the project was to improve access to care in depopulated areas, decrease the costs of high quality care, and reach patients at risk of exclusion. During the project, 100 patients aged 55 or more were provided with free tele-medical services (tele ECG) for a month and requested to register at least three times a day and record as many ECG events as needed. After one month, each patient received a diagnosis and recommendations by a physician and dietitian. There were 97 patients that completed the pilot project.
Source: http://www.adapt2dc.eu/adapt2dc/Poland.htm There is a visible interest of private telecare providers in the promotion of these typed of services, supported by the fact that in the period of 2014-2020, about PLN 3 billion is foreseen for projects in e-health and care services. The government also supports with the ESF funds projects oriented at introducing standards of care with the ITC support.
Pilot project of ICT use in a social assistance residential care facility (DPS) in Warsaw A pilot project focused on improving the efficiency of work in a social assistance residential care facility in Warsaw-Wola was introduced in 2016. The project consisted of several components, including installing ICT and software allowing for the monitoring of the activities of nursing and care personnel in DPS, followed by rationalising and allocating the time of the provision of services across the day based on monitoring data. During the pilot project, only one facility was included, but in the following years, other facilities located in Warsaw are foreseen to be included in the programme.
Source: Interview with the Director of the Office for Assistance and Social Projects in Warsaw
Problems with coordination concern the whole public sector. Weaknesses of coordination are nowadays interpreted as one of the specific features of governance following the period of central planning. In the first period of transformation, it was justified by the need to transform a centrally planned economy into a market economy.
It had been argued that apart from the privatisation of different spheres of life, sectors and large organisations should be divided in order to stimulate competition and increase management efficiency. It was assumed that the time for coordination would come later.
Several years after the implementation of market-oriented reforms, disincentives arising from a lack of or insufficient coordination arose. Scientific research devoted to good governance (Wilkin, 2016) Further, additional types of coordination were introduced -namely, those related to integrated management. Specific forms of coordination related to disease management were implemented in the health sector -for example, "oncology package" (pakiet onkologiczny). The aim of this policy is to introduce a short path from diagnosis to treatment for patients with cancer and to support them throughout the treatment.
A focal point is the treatment process coordinator who assists the patient from the 7. Coordination in LTC diagnosis to the last treatment. Currently (2017), other disease management programmes are being prepared-for example, a programme concerning care for patients after a myocardial infarction. There are also -at the local level, but supported with ESF -pilot projects of integrated care for specific groups of older people planned (e.g. older people after hospitalization).
Another approach proposed under the current health policy reforms is the strengthening of primary care institutions and coordination with other healthcare sector institutions in order to introduce patient-centred and community-rooted complex care.
Healthcare sector reform plans oriented at integration do not cover the problem of the integration of health and social care services. In this field, strong differences in organisation and approach are observed, arising from the communist period. Social care in Poland was traditionally situated in the healthcare sector. In the transformation period, since 1990, when social assistance was separate and poverty and unemployment relief policies were introduced, tasks concerning the care of vulnerable populations were in the labour and social policy sector.
The strict separation of health and social care was, however, difficult in practice.
Generally, people in need of care services were in poor health and, additionally, needed financial support. Thus, to address the health needs of dependent people, physicians and nurses were employed in the social sector, primarily based on contracts funded from the social assistance budget, and further based on civil contracts. Tensions between sectors were observed, and for the medical staff, the prestige of employment in the social sector was lower, along with the remuneration. Also, while dependent people often face similar health and care needs, despite the sector in which care was provided, the eligibility criteria, services assured, and financing rules are different in the two sectors, thus creating adverse incentives to use services in the system where they are more affordable (related to lower fees). At the same time, inequality in type and quality of care provided to patients with similar health needs is observed between the sectors, especially in residential care services (Golinowska & Sowa, 2010 ).
Poland's policy on older people is at odds with its policy on ageing. The distinction between these two policy directions was identified in a report prepared by the experts' committee supervised by Professor Barbara Szatur-Jaworska (2014) and in collaboration with the Ombudsmen's office. Ageing-oriented policy covers activities oriented at influencing the future demographic structure of the population through measures oriented at increasing fertility. In 2016, an almost universal and relatively high child benefit was introduced for every second and further child in a family, along with a benefit for a first child if the family's income is low. The programme is expensive, resulting in decreased attention given to other health and social policies, including LTC and palliative care policy.
Recent policy towards older people implemented by the health sector includes the programme supervised by the Ministry of Health aimed at increasing the refund for pharmaceuticals related to the treatment of common chronic diseases and used by older people (75+). Beside this, in LTC, previous policy directions and programmes are continued, without major changes.
Competences in policy towards the older population are shared between the social and health sector. The latter concentrates on the long-term goals formulated in the NPZ, the implementation of which should be financially based in the law on public health implemented in 2015. In the social sector, "senior policy" was formulated oriented at the activation and social integration of older people, initially accompanied by an increase in the retirement age and now (after the withdrawal from the systematic increase and equalisation of retirement age for men and women) placing more attention on social activation and inclusion.
In the policies of both sectors, local governments are the main institutions responsible for activating seniors in the community, supporting informal carers, and implementing health promotion programmes, as well as those responsible for preventing selected diseases and limiting health risks specific to older age people (i.e. fall prevention programmes).
Conclusions
Most activation and social integration programmes are stimulated by the social sector (Ministry of Family, Labour, and Social Policy) and its programmes, such as Senior-Vigour and Senior + (from 2017).
Regardless of the centrally-driven public policy, many valuable bottom-up local initiatives geared at supporting families in the provision of care towards their dependents are organised and implemented. The fact is that families in Poland also need support in the form of institutional or semi-institutional care, preferably in small homes, close to their residence. The level of the provision of institutional care is relatively low, and too low given the abilities of families in times of the transformation of traditional family functions and high emigration. The term deinstitutionalisation of care, popular in other countries, does not find proper grounds in Poland.
Non-governmental organisations are active in the implementation of actions for older people-namely, in supporting hospitals, care, and nursing facilities (i.e. ZOL and ZPO). One of the most popular actions in the collection of financial resources for adequate care equipment and nursing facilities for older people is organised by the foundation Great Orchestra of Christmas Charity (Wielka Orkiestra Świątecznej Pomocy). This action has brought a significant improvement in equipping hospital geriatric departments and nursing and care facilities in beds suited for the needs of care for dependent people.
